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MESSAGE FROM THE CHAIRMAN

Every freestanding dialysis
facility must be staffed by a
multidisciplinary team of
highly skilled medical and
administrative personnel.

The medical director, how-
ever, has the unique role of
supervising all required stan-
dards of care and basic facility
operating procedures which
are implemented by the dialy-
sis health care team. By anal-
ogy, the medical director is
like the “captain of the ship” at
the facility and has tremen-
dous overall responsibility to
ensure patient safety and qual-
ity of care. The Federal and
State rcgulations contain a
lengthy list of regulations that
apply to the functions of the
medical director. Many of the
defined functions are supervi-
sory in nature, such as the
development of policies and
procedures regarding admini-
stration of therapeutic medi-
cations, monitoring dialysis
water standards and adequacy
of dialysis. Other functions
include the active participa-
tion in the facility’s quality

assurance and improvement
program. The medical director
must monitor the professional
care provided by treating phy-
sicians and professional staff in
the facility. Physicians must
be credentialed and round on
their patients at least monthly.
The dialysis professional staff
requires proper training, edu-
cation and guidance to per-
form their jobs in a safe and
effective manner. Addition-
ally, the medical director has
the responsibility to imple-
ment the legally required writ-
ten policies of the facility.
Finally, the medical director
must monitor various situa-
tions that affect enforcement
of facility policies to provide
safe care to all dialysis patients.
As a medical director of a free-
standing dialysis facility for
more than 25 years, my own
experiences have taught me
that it is essential to maintain
open and frequent communi-
cation with facility staff in
order to perform my job effec-
tively. The earlier [ am ap-

prised of a real or potential
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problem, the easier it is for me
to become part of its solution.
Through telephone communi-
cation with key facility person-
nel, monthly quality assurance
and improvement meetings,
ongoing staff and patient educa-
tion, and active enforcement of
our facility policies, it is possi-
ble to prevent the routine small
problems from spiraling out of
control.

Most medical directors of di-
alysis facilities in Maryland are
compliant with the dialysis
regulations and successfully
help provide patients with high
quality medical care. The Kid-
ney Commission recognizes
that to be a medical director
requires a clear understanding
of numerous regulatory re-
quirements as well as the abil-
ity to act on the myriad of
medical and legal responsibili-
ties that come with the posi-
tion. The Kidney Commission
is always available to assist
medical directors in problem

solving should the need arise.

By: Roland Einhorn, M.D.,

Chairman

COMMISSION MEETINGS

The Commission on Kidney
Disease will be meeting on the
following dates in 2007:

April 24, 2008
July 24, 2008
October 23, 2008

The Commission meets at the
Department of Health and

Mental Hygiene, 4201 Pat-
terson Avenue Baltimore,
MD 21215. The Open Ses-
sion of the meeting begins
at 2:00pm and is open to
the public. For further in-
formation regarding these
meetings, please contact the
Commission office at (410)

764 4799.
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COMMISSION NEWS

NEWLY APPOINTED
MEMBERS

e Kulwant Modi, M.D.

e Kimberly Sylvester, RN,
MS

PATIENT EDUCATION
REGARDING DIALYSIS
ACCESS CARE

The Center for Disease Control (CDC)
is currently reviewing dialysis patient
deaths via exsanguination. Their inves-
tigators have determined that the rate of
deaths in Maryland is higher than other
states in the US. In 2007 the Depart-
ment of Health and Mental Hygiene
sent out the Life Threatening Vascular
Access Hemorrhage Prevention Statement and
Important Information for Hemodialysis
Patients sheet to each dialysis facility.
The Commission requests that dialysis
healthcare professionals identify patients
at risk and assist them to access care and
educate patients on access care includ-
ing instructions on what to do if the
access starts bleeding at home.

MARYLAND BOARD OF
NURSING

In the Fall of 2007, The Maryland Board
of Nursing in cooperation with the Of-
fice of Health Care Quality and the
Commission on Kidney Disease pub-
lished “Frequently Asked Questions:
End Stage Renal Discase (ESRD) Set-
ting”. This publication was mailed to
cach dialysis facility administrator and is
also available on the Commission’s web-
site: www.mdckd.org. The Commis-
sion encourages every dialysis nurse and
technician to review this information.
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CITATION FREE
SURVEYS

The Commission is commending the
following citation free facilities:

¢  Montgomery Renal Center
e Renal Care of Bowie
e Renal Care of Seat Pleasant

It is an achievable goal, and should also
be the goal of each facility in this New
Year. CONGRATULATIONS for a job
well done!

HEPARIN ISSUE

Heparin is commonly utilized in dialysis
facilities to prevent the clotting of dia-
lyzer fibers during hemodialysis. Re-
cently this drug has been in the spot
light in reference to drug administration
errors, labeling issues and recalls. The
Maryland Board of Nursing recom-
mends that each facility have in place a
mechanism to verify the correct dosage
from the correct vial of heparin prior to
the administration of the drug.

The CNA-DT may draw up medication
from a multidose vial when the order
specifies the number of cc’s to be drawn
up from the vial and when the medica-
tion concentrate is also specified ( e.g.
administer 2000 units of Heparin — 2 cc
from a 1:1000 unit vial). However, as
noted above, the dosage should be veri-
fied with another staff member prior to
administration.

REVIEW OF FACILITY
DRAWINGS

Howard Jones, Principal Engineer for the
Oftfice of Capital Planning, Budgeting and
Engincering Services, is available to re-
view dialysis facility drawings for new
facilities and expansions. The Commis-
sion and the OHCQ encourages facilities
to utilize Howard’s expertise in this area.

His phone number is 410 767 5926.

COMMISSION WEBSITE

www.mdckd.org

Find the latest Commission information:
meeting dates, new facility information,
complaint forms, regulations, Governor's
report and past and current newsletters.

TRANSPLANT NEWS

The Commission’s Transplant Committee
has compiled transplant information to
create the “Transplant Liaison Resource Man-
ual: Resources for Transplant Education,
Evaluation, Rgferral, Patient Status Changes
and Submission of Laboratory Samples”. This
manual was mailed to each dialysis facility
in the fall and is also available online @)
http://ww.mdckd.org.

FACILITIES APPLYING FOR
CERTIFICATION

The following facilities have applicd for
certification with the Commission, for
KDP reimbursement purposes:

Davita — Aberdeen
IDF — Garrett Center
Davita — Seton Drive

The above stated facilities have been certi-
fied and are in good standing with the
Commission.
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REGARDING VIOLENT & ABUSIVE PATIENTS

Early Intervention Encouraged for
Violent & Abusive Patients:

In the realm of outpatient dialysis care,
an unfortunate but true reality is that
facilities can be faced with caring for vio-
lent and abusive patients. While the
safety and security of the dialysis facility
is paramount, there are strategies that the
Commission encourages you to employ
when dealing with patients of this nature.
Violent and abusive patients pose a
unique problem within the field of
Chronic Kidney Disease as renal replace-
ment therapy is required to sustain life.
Failure to manage violent and abusive
behaviors may result in discharge from
the dialysis clinic which poses risk to the
patient for eventual death due to lack of
access to care. The onset of Stage V
Chronic Kidney Disease and need for
renal replacement therapy can lead to
feelings of loss of control, which can re-
sult in exacerbation of violent and abu-
sive outbursts due to poor coping skills.
Research supports that violent and abu-
sive behaviors generally follow a trajec-
tory of increasing lethality unless inter-

vention occurs early .

The Commission recommends that each
outpatient facility practice early interven-
tion when it comes to patients with vio-
lent and abusive actions. Referrals to the
unit social worker should occur immedi-
ately, quickly followed by a mandatory
team meeting with the patient to address
these issues, to set expectations for be-
havior in the unit, and to set boundaries
and consequences regarding outbursts. A
well-written behavioral contract, with
patient input, is an instrumental tool.
Lastly, involving the Commission carly
on in your efforts to manage patients of
this nature will allow the Commission to
partner with you in these difficult situa-
tions, with oversight, guidance and direc-

tion.

By: Anne Marie Soltis, LCSW-C

SOCIAL WORK AND
DIETITIAN COVERAGE

The Commission has noted an unusual
number of facilities with citations regard-
ing the lack of dietitian and social work
services provided to dialysis patients. Fed-
eral and State regulations require that di-
alysis facilities provide these services to
their patients. In many instances the facil-
ity’s dietitian or social worker may be out
of the facility for pro]onged periods of
time. The facility may also be without
dietitian or social work coverage when the
dietitian or social worker’s employment
relationship with the facility ends.

Each facility must assure adequate nutri-
tional and social work coverage. It is not
appropriate for another facility’s dietitian
or social worker to “cover” patients from a
sister facility without that staff member
(dietitian or social worker) coming on-site
to regularly meet with patients and pro-
vide required documentation. It is very
important that these individuals discuss
their interim role with the patients and be
available while the facility is awaiting the
return or hire of the dietitian or social
worker.

KIDNEY DISEASE PROGRAM OF MARYLAND

In Fiscal Year, 2007, the Kidney Disease
Program provided coverage to approxi-
mately 2325 beneficiaries. KDP net
expenditures for FY 2007 totaled
$10,503,399. The KDP recovered
$335,219 in premiums and $1,255,177
from its Drug Rebate Program in FY
2007. These recoveries are projected
annually and are incorporated into the
Program's reimbursement budget.

The Kidney Discase Program (KDP) has
been diligently working on trying to
accomplish successful implementation of
the electronic claims management sys-
tem (eCMS) which electronically proc-
esses claims of all service types. The
Kidney Disease Program has developed
and transitioned its point of sale (POS)
system for the payment of pharmacy
claims to ACS. These systems allow

KDP to accept and return HIPAA com-
pliant transactions from Medicare trading
partners and all participating providers.
Enhancements and system developments
continue in an effort to provide more
efficient and timelier processing of
claims.

The Kidney Disease Program has devel-
oped and implemented the necessary
changes needed to utilize the National
Provider Identification (NPI) number on
all electronic and paper claim forms.

The Kidney Disease Program worked
with and continues to notify all ESRD
recipients certified with the Program to
apply for Medicare Part D prescription
coverage, as required by House Bill 697.

Customer service in the area of patient
certification continues to generally meet

standards. KDP personnel strive to assist
KDP recipients, in processing applications
as quickly and efficiently as possible and
provide education to members of the renal
community to assist them in receiving the
most accurate information possible.
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Cancer, the 2™ leading cause of death in ALL
transplant recipients - How to Change this
Reality

As ecarly as the late 1950s Dr. Israel Penn,
founder of the Israel Penn International Tu-
mor Registry recognized the role immuno-
suppression plays in causing cancer in trans-
plant recipients. Not only are transplant
recipients at high risk for cancer but to a
lesser degree are those on hemodialysis. Dr.
Penn reported that cancer in the immuno-
suppressed occurred 20-30 years earlier than
in the general population. While in the gen-
eral population the American Cancer Society
(ACS) relies on age to identify when to com-
mence cancer screening in the immunosup-
pressed population AGE CANNOT be A
DETERMINANT and has NO PLACE in
cancer screening this population. With stud-
ies showing that cancer is diagnosed as early
as the first year post transplant cancer
screening must commence from the moment
studies show cancers occurring in years 1, 2,
and 3 increasing in incidence the longer the

patient is imrnunosuppressed.

Several prominent transplant professionals
have endorsed the manner of cancer screen-

ing set forth by Drs. Walters and Covinsky
in screening the elderly. Drs. Bryce Kiberd
among others, supports the need to screen
transplant recipients based on INDIVIDU-
ALIZED CRITERIA. Dr. Gabriel Danovitz
in his editorial “On the Firing Line” com-
mended Dr. Kiberd for taking the renal
community to task for encouraging the use
of the American Cancer Society Guidelines
in this population. In the case of the second
most common and lethal cancer in this
country, colorectal cancer, the Society for
Surgery of the Alimentary Tract in a 30 year
retrospective took the transplant community
to task for using the guidelines that the
American Transplant Society put together in
2002 stating that 25% of colorectal cancers
were missed using those guidelines. Basing
cancer screening on AGE has not place in
screening the immunosuppressed popula-
tion. Additionally the American College of
Gastroenterology recently suggested that
African American males be screened for
colon cancer earlier than the general popula-
tion.

The National Kidney Foundation has formed
a Malignancy Advisory Board after review-

ing a survey they conducted on what
transplant patients knew and did not
know about their cancer risk. The results
showed that they knew very little about
their risk of cancer post transplant; they
would have wanted to know of the in-
creased of cancer post transplant and to
include that fact in their healthcare deci-

sion.

In closing it is penny wise and pound
foolish to spend $200,000 to $500,000 to
implant the Gift of Life in a patient,
knowingly setting in motion, by virtue of
prescribing transplant drugs, a ticking
time bomb that will potentially initiate a
malignancy that will take that patient’s
life, a life fought long and hard to save
from end stage disease. By implementing
cancer screening beginning the first year
post transplant and every year thereafter
the patient will have a chance to prevent
the preventable, to successfully treat that
which has a chance of cure when caught
at an carly stage. To do anything less
would be unethical.

Pearl Lewis
President




